SUMMARY A total of 2515 people attending a large military hospital in Saudi Arabia was studied clinically, serologically, and (when appropriate) radiologically for evidence of treponematosis. The indications are that non-venereal endemic syphilis (bejel) is prevalent among the nomadic communities living in rural areas. In contrast, venereal syphilis is much less common, and is found almost exclusively in urban populations. Some of the high risk regions for bejel have been identified, and many people from these locations complained of persistent pain in the legs, which was often associated with radiological evidence of osteoperiostitis of the long bones. Bejel also seems to have become clinically "attenuated" within the last 30 years, with the majority of seroreactors having latent disease. A hypothesis suggesting a reason for this change is put forward, and ways of controlling the infection are outlined.
Introduction
Endemic syphilis, which is called bejel in the Middle East, is a non-venereal treponematosis that has its onset in early childhood and is transmitted from child to child by close skin contact, kissing, and possibly by fomites such as communal drinking vessels. It is caused by an organism morphologically indistinguishable from Treponema pallidum, which is easily seen on dark field microscopy of exudate from early lesions of the mouth and skin. There is no evidence of congenital transmission, or that it affects the cardiovascular or nervous systems. In its classic form bejel is easily recognised as a clinical entity, with initial infectious mucous patches in the mouth followed by a generalised non-irritant rash, which is much more pronounced and persistent than that seen in venereal syphilis. A (fig 1) , from which it may be seen that there is clustering in two areas. There was radiological evidence of osteoperiostitis of the tibia or the fibula, or both, in 15% of seroreactors, which was comparable with that seen by one of us (GWC) in Iraq 30 years ago (fig 2) . Most of the patients with such radiological abnormalities complained of pain in the legs, which worsened at night, was sometimes severe enough to interfere with work, and on occasion curtailed all activities. Radiological evidence of osteoperiostitis of the ulna and radius was sometimes present but was possibly underestimated as there was no accompanying discomfort. The most common late manifestation noted by us was painful osteoperiostitis of the legs affecting mainly the tibia and fibula. It was of interest that many patients themselves associated the pain in the legs with bejel that they remembered having had in their childhood. Penicillin was given to patients whose bones were affected, but it is too early to assess its efficacy. Past observations in Iraq indicate that while it halts progression of the disease, its influence on pain is variable, and if radiological changes have been present for more than a year they usually prove permanent.3 Destructive lesions of the palate and nasal septum are distressing features of untreated bejel as they are associated with difficulties in speech and eating and are disfiguring. The extreme case illustrated here is very rare but a similar case has been reported in an adolescent boy with bejel in Iraq." Apart from the common osteoperiostitis of the long bones, the more dramatic late destructive lesions, like the early infectious lesions, also appear to have become infrequent. We suggest that the early persistent lesions were sustained by frequent superinfection and such repeated contacts have become uncommon with the improvement of hygiene. Thus the number, severity, and duration of early lesions have declined. There is evidence that in patients with past untreated endemic non-venereal syphilis, reexposure to new infection many years later precipitates late lesions.4 Thus -the chances of developing late lesions diminish with the decrease in re-exposure.
From our experience we think that the time has come for field studies to be started in Saudi Arabia, as we have identified several high risk communities. The inhabitants of these areas should be systematically screened clinically and serologically, with special reference to children aged under 12, to establish the prevalence and clinical range of the disease under present circumstances. If our assumption from the available evidence is correct we would expect that 5% or less of people living in endemic areas of Saudi Arabia will have early active lesions. Such patients and their immediate contacts should be treated. The treatment recommended by the WHO consists of a single injection of 1 2 MU benzathine penicillin for adults and 0-6 MU for children aged under 10. In the event of there being more than 5% of such patients in a community, they, Finally, some observers think that eliminating endemic non-venereal syphilis at present might remove some immunological protection against venereal syphilis, which is a potentially much more serious condition. We believe that endemic syphilis should be eradicated as it can cause avoidable chronic ill health, and venereal syphilis should be treated as and when it arises. 
